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PROGRAM IMPLEMENTATION
CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based on observations, record reviews and
interviews, the facility failed to assure a pattern of
interactions supported the individual program
plan (IPP) for 1 of 8 audit clients (#7) specifically
in the area of feeding guidelines. The finding is:

Client #7's feeding guidelines were not
consistently implemented as written.

During observations of supper on 5/20/19 and
breakfast on 5/21/19 revealed that client #7 was
not given one sip of beverage to one bite of food.
Specifically during supper on 5/20/19, client #7
was fed from his left side and presented 5
spoonfuls of food to the center of his mouth
before being fed thickened water. Throughout the
remainder of this meal, he was presented about
5-10 bites of food before being presented
beverages.

During breakfast observations on 5/21/19, client
#7 was fed his entire plateful of food before his
beverage was even poured. At the end of the
meal, staff A poured milk in his cup and then
poured a packet of thickener into it. She stirred it
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with a straw for about 30 seconds and
immediately fed the entire cup to him.

Review on 5/21/19 of the packet of thickener
revealed for honey-like consistency "add one
packet to 4 fl o of a liquid." It further indicated that
one should "allow 1-4 minutes for liquid to reach
optimal thickness."

Review on 5/20/19 of client #7's IPP dated
7/12/18 revealed he is on a pureed diet with
honey thick liquids and that he is "to be given
small bites/sips. Give one spoonful of food and
one sip of liquid...make sure [Client#7] has
swallowed before adding more food or drink."

Additional review on 5/21/19 of the occupational
therapy evaluation dated 4/9/18 revealed the
recommendation of "Give one spoonful of food
and one sip of liquid."

Interview with Staff Aon 5/21/19 revealed she
forgot to make his beverage but that client #7
"prefers" beverages throughout the meal.

Interview with the qualified intellectual disabilities
professional (QIDP) on 5/21/19 confirmed staff
should follow the IPP as written.
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